Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Gloria V Atmospera CHAPTER 100.1

Address: 3544 Pahoa Avenue, Honolulu, Hawaii 96816 Inspection Date: June 18, 2021 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
PART 1
§11-100.1-9 Personnel, staffing and family requirements.
(e)3) ¥
The substitute care giver who provides coverage for a DID YOU CORRECT THE DEFICIENCY? '\ A
period less than four hours shall:
USE THIS SPACE TO TELL US HOW YOU
Be currently certified in first aid; CORRECTED THE DEFICIENCY
FINDINGS : Y e 3/
Substitute care Giver #2 - Does not have documentation of g&fwﬁ\@é m‘ﬂl\r\ *D.N Sé mu RI=AYy
having taken First Aid. CPR, AED g vm\.\r\./& oud, pﬁk\&\t@%
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Licensee’s/Administrator’s Signature: M /- &FLK.\L\(?\

Print Name: GLORIA V. }«.\l\ﬁ\ch\mm\mb

Date: b~AY~20R[
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